Restrictive mitral annuloplasty plus posterior leaflet segment P2 plication
Firstly, I would like to thank Dr. Garcia-Villarreal for his interest in the subject and for his comments. The key to success of surgery in chronic ischemic mitral regurgitation is to be careful in patient selection. The our study included only patients with mitral regurgitation secondary to ischemia caused by coronary artery disease and ventricular remodeling 1 Mitral valve morphology and mobility were normal, and annular dilatation was present in all patients. Patients with anatomic and morphologic mitral valve anomalies and those who presented before 4 weeks after the onset of organic valve disease, chordae or papillary muscle rupture, and myocardial infarction, were excluded from the study. Some studies have demonstrated that the degree of tethering could be reduced by reducing the increased distance between the anterior and posterior muscles in ischemic mitral regurgitation. 2 In our study, we performed posterior leaflet segment P2 plication in addition to undersized annuloplasty with a flexible ring. We performed posterior leaflet P2 plication for 3 reasons: firstly, to reduce the anterior and posterior distance between papillary muscles at the leaflet level; secondly, to eliminate tethering at P2 and P3; and thirdly, to obtain a good apposition zone with the anterior leaflet by reducing the free edge of the posterior leaflet. However, we consider that the most important factor in achieving satisfactory results in this study could be linked to the reduction of apical displacement of the posteromedial papillary muscle, by posterior leaflet P2 plication. On the basis of our results, we favor posterior leaflet segment P2 plication in addition to mitral ring annuloplasty with an undersized ring to improve mitral leaflet tethering by the reduction of apical displacement of the posteromedial papillary muscle, thereby coaptation height and tethering area are significantly reduced, and very good valve coaptation and durability are maintained by ring annuloplasty. Our approach was successful, with satisfactory mid-term results. In our patients, this additional procedure, which indirectly addressed the subvalvular apparatus, prevented or at least delayed the recurrence of ischemic mitral regurgitation. In addition, the posterior leaflet segment P2 plication technique is simple to perform. Particularly in patients with a very large tethering area and moderate and severe mitral regurgitation, comparison of groups that have and have not undergone posterior leaflet P2 plication could prove the accuracy of our results. However, this needs to be supported by a further prospective study with long-term results and a larger patient population.
